INTRODUCTION {#sec1-1}
============

Pan-ureteral strictures can occur in urinary tuberculosis (TB), schistosomiasis, radiation, amyloidosis, and iatrogenic ureteric injury.\[[@ref1][@ref2]\] Ureteric strictures can rapidly lead to the loss of renal function if unintervened.\[[@ref3]\] Boari flap is used often for ureteric reconstruction up to mid-ureteric level. Ileal ureter and renal autotransplantation are the methods of reconstruction when the whole ureteric length is affected by the disease.\[[@ref4]\] Ileal ureter and renal autotransplantation have their innate complications.\[[@ref4]\] Extended Boari flap can be an option to reconstruct the entire ureteric defect avoiding these complications.\[[@ref5][@ref6]\] We report a case where extended Boari flap was used to reconstruct the entire ureteric defect from the renal pelvis to the bladder.

CASE REPORT {#sec1-2}
===========

A 53-year-old multiparous lady presented with left flank pain for 3 months. Her past medical history was significant for type 2 diabetes mellitus. The ultrasound examination showed moderate hydroureteronephrosis. Contrast-enhanced computed tomography scan of kidney, ureter, and bladder region showed diffuse pan-ureteral stricture with moderate hydroureteronephrosis and preserved renal parenchyma \[[Figure 1a](#F1){ref-type="fig"}\]. Urine for acid-fast bacilli was negative, and TB Quantiferon Gold test was positive. Category 1 antitubercular treatment was started. An attempted Double "J" stenting has failed, and cystoscopy showed no evidence of TB. Percutaneous nephrostomy (PCN) was done, and daily PCN output was 1500--1700 ml. Subsequent nephrostogram revealed the progression of ureteric stricture and dilated pelvicalyceal system \[[Figure 1b](#F1){ref-type="fig"}\]. The ileal ureter was suggested as the treatment of diffuse ureteral stricture. Intraoperatively, cystoscopy showed a bladder volume of 700ml. It was decided to proceed with extended Boari flap to correct the pan-ureteral stricture. Renal descensus was done and extended Boari flap was harvested from the left lateral and anterior wall of the bladder. The flap reached the ureteropelvic junction with ease. The flap had a good vascularity prior to the anastomosis. Pyelovesical anastomosis was completed on 6-Fr DJ stent and flap was tubularized \[[Figure 1c](#F1){ref-type="fig"}\]. Her postoperative recovery was uneventful. Ureteric biopsy showed features of TB, and she was advised to continue antituberculous treatment. Three weeks later, a nephrostogram confirmed good healing and nephrostomy was removed. Six weeks later, the DJ stent was removed. Six months later, an intravenous urogram was done \[Figure [2a](#F2){ref-type="fig"}-[c](#F2){ref-type="fig"}\]. It showed normal excretion of contrast from both the kidneys and good drainage of contrast from the left kidney with a good capacity urinary bladder. At a follow-up of 24 months, she was doing well with normal voiding habits and good bladder volume. Her renal parameters were normal.

![(a) Contrast-enhanced computed tomography scan of the abdomen and pelvis showed diffuse pan-ureteral stricture with moderate hydroureteronephrosis. (b) Nephrostogram revealed diffuse stricture throughout the length of the left ureter with progressive stenosis after placing the nephrostomy. (c) Extended Boari flap harvested from the left lateral and anterior wall of the bladder (hollow black arrow) and anastomosed to the ureteropelvic junction (solid white arrow)](UA-12-87-g001){#F1}

![Intravenous urogram. (a) Ten minute film showing normal excretion of contrast from both the kidneys. (b) Forty-five minutes film showing patent pyelovesical anastomosis of the extended Boari flap (hollow white arrow) and residual dilation of the left kidney. (c) Delayed images at 90 min showed near complete drainage of the pelvicalyceal system](UA-12-87-g002){#F2}

DISCUSSION {#sec1-3}
==========

Pan-ureteral strictures have been reconstructed using the segments of ileum, appendix, stomach, and colon.\[[@ref7]\] Ileum is the most commonly used ureteric substitute for reconstruction in long segment strictures arising due to radiation and also when bilateral ureteric replacement is needed.\[[@ref1]\] Complications such as anastomotic leak, fistula, ileus, adhesions, short gut syndrome, ureteric obstruction, hyperchloremic metabolic acidosis, recurrent urinary tract infections, and progressive worsening of renal function can occur when long segments of ileum have been used for reconstruction.\[[@ref1]\] Modified techniques such as the Mitrofanoff and Yang--Monti principles have also been described where only small length of the bowel is enough for reconstruction.\[[@ref2]\] Boari flap avoids the complications arising due to bowel replacement. The extended length of up to 22 cm of Boari flap has been described without any complications.\[[@ref5]\] To attempt extended Boari flap, one should make sure that bladder capacity is at least more than 300 ml.\[[@ref6]\] If the apex of the flap has compromised blood supply, necrosis, stricture, or dehiscence can occur at the anastomotic site. To maintain good vascularity, flap base should be at least 4 cm, and length/base ratio should not be more than three times. If greater length of flap is desired, oblique or "S" shaped flap can be devised.\[[@ref6]\] Adhering to the above-mentioned principles, extended Boari flap can be tried in long segment upper ureteric disease without long-term complications.
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